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About the New York State Expert Panel on Postpartum Care

In 2018, Governor Cuomo convened the New York State Taskforce on Maternal
Mortality and Disparate Racial Outcomes. This Taskforce was charged with
assessing the status of maternal health in New York State and developing a series of
recommendations to improve perinatal outcomes with a specific emphasis on improving
disparities experienced by Black women. The Taskforce met several times throughout
2018 and analyzed quantitative data on maternal health outcomes, learned about best
practices to improve maternal health, and explored the impact of racism on maternal
outcomes. The collection of this information and listening to state residents most
impacted by disparate outcomes informed a series of ten recommendations to improve
maternal health outcomes in the state.

One of the ten recommendations was to:

Convene Statewide Expert Work Group to

Optimize Postpartum Carein NYS

“The healthcare system is not currently designed to incentivize the delivery of quality,
ongoing postpartum care. To ensure women receive ongoing support during the
postpartum period, the NYSDOH should convene an expert workgroup, in partnership
with ACOG [American College of Obstetricians and Gynecologists], comprised of
providers, payors, state agencies and patients to identify strategies to re-envision
postpartum care as an ongoing process, rather than a single encounter, to foster
individualized, woman-centered care and improve maternal health outcomes.”

About this Report

This report summarizes the activities of the NYS Expert Panel on Postpartum care, as
well as detailing the top recommendations proposed by the panel. These
recommendations are designed to improve the experience of care and outcomes for
birthing people across New York State, especially during the postpartum period. A
specific emphasis is placed on recommendations that center racial justice and actively
work to mitigate disparities in postpartum outcomes experienced by birthing people from
racial and ethnic minority groups.


https://www.health.ny.gov/community/adults/women/task_force_maternal_mortality/docs/maternal_mortality_report.pdf
https://www.health.ny.gov/community/adults/women/task_force_maternal_mortality/docs/maternal_mortality_report.pdf
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Maternal morbidity and mortality represent key indicators of the overall health of any
community. Maternal deaths can occur at any time during pregnancy, childbirth, or in
the postpartum period with the majority of those deaths occurring within the first week
after giving birth. By better understanding the unique circumstances that lead to death
during this period, perinatal health experts hope to develop strategies to improve
outcomes.

e New York State continues to be challenged by increased rates of maternal mortality
ranking 23 in the nation. In 2014-2016, the NYS maternal mortality rate was 18.9
per 100,000 live births.

¢ Significant racial disparities exist in outcomes, especially for Black women in New
York State. Nationally, Black women experience 44.4 mortalities per 100,000 live
births compared to 17.3 mortalities per 100,000 live births among white women in
2014-2016. The mortality gap disproportionately impacting Black women only gets
larger when looking at NY specific rates where Black women experience 51.6
mortalities per 100,000 live births compared to 15.9 mortalities per 100,000 live
births among white women in 2014-2016.

e Among the most recent cohort of pregnancy-related and pregnancy-associated
deaths reviewed (2014), over half of the pregnancy-related deaths occurred within a
week of the end of the pregnancy (66.7%). The largest proportion of deaths occurred
the day after the end of pregnancy (45.5%).

e The top six causes of pregnancy-related deaths, regardless of timing, identified
during the most recent cohort reviewed (2012-2014) include: embolism (not
cerebral) 23%, hemorrhage 17%, infection 17%, cardiomyopathy 11%.,
cardiovascular problems 7%, and hypertensive disorders 6%.

e Maternal deaths occurring during the postpartum period can vary by leading cause
depending on the timing of the death.

o Deaths occurring within one day or less of birth are most often caused by
hemorrhage (31%) compared to deaths occurring between 2-7 days after
delivery caused by infection (20%) and pulmonary conditions (20%). Deaths
occurring between 8 and 42 days after birth include hemorrhage (19%) and
infection (19%), while those occurring between 43 days and 1-year post birth
are caused by embolism (24%) and cardiovascular conditions (24%).

e A cause for concern for many postpartum individuals are the significant barriers to
obtaining and maintaining health insurance coverage, especially during the
postpartum period. While this creates a substantial barrier in many other states, New
York has an extensive collection of insurance coverage options that work to ensure
most birthing individuals can maintain coverage after the end of their pregnancy.

o0 Among those individuals who gave birth in 2018 and received NYS Medicaid
Coverage based on pregnancy eligibility, 90% of enrollees maintained public
insurance coverage for six months postpartum.

o Ofthose who maintain enrollment of public insurance plans, 73% of enrollees
maintain Medicaid coverage. Of the 27% who lose Medicaid coverage, 62%



of them move into a public insurance option (i.e. Essential Plan or Child
Health Plus), 2% enroll in Qualified Health Plans, and the remaining 36%
(approx., 9,000 individuals) lose coverage.

o0 Almost two thirds or 62% of those enrolled in Medicaid based on pregnancy
eligibility maintain Medicaid coverage for 12 months after the end of their
pregnancy. Of the consumers who lose Medicaid coverage in the 7-12
months postpartum, 36% move into another public health option.

In late 2019, the NYS Department of Health, in partnership with the American College of
Obstetricians & Gynecologists District II, convened a workgroup comprised of maternal
child health experts, with experience working with individuals, particularly Black birthing
people, during the postpartum period. Over 30 different individuals joined the expert
panel including physicians representing obstetrical care, primary care and specialty
care; health insurance payors; and professionals from a range of community-based
providers, including, home visiting, social services, doulas, social workers, and experts
in postpartum mental health. Dr. Mary Rosser, MD, FACOG, Department of Obstetrics
Columbia University Medical Center and Cheryl Hunter-Grant, LMSW, former Executive
Director, Lower Hudson Valley Perinatal Network, served as co-chairs of the expert
panel.

The workgroup was expected to convene between December 2019 and March 2020 but
due to the COVID-19 pandemic the workgroup did not conclude until September 2020.
The kickoff meeting was held in Albany, NY in December 2019 and focused on
developing a charge for the work, better understanding the complex factors that
contribute to postpartum mortalities and morbidities in NYS, and how the current
systems and support services create opportunities or barriers to improve postpartum
care. Participants received an update on the status of maternal health in NYS and
engaged in a collaborative activity to identify major issues impacting postpartum
outcomes. Collectively, the group identified three major themes: community resources,
the structure/model of postpartum care, and issues related to payment including
insurance reimbursement. This meeting was also essential for setting the tone of
ensuring this was centered on racial justice, especially how some of these postpartum
issues can and do disproportionately impact people of color.

Subsequent meetings addressed the themes and issues identified during the kickoff
meeting, always through a racial justice lens to actively work to reduce racial disparities.
The second meeting focused on the maternal/child dyad care, enhanced care
coordination and home visiting for postpartum women, prenatal care integration in a
family planning setting, and utilization of an electronic referral coordination system and
how these models could be implemented in NYS.

The outbreak of the COVID-19 pandemic resulted in a delay in convening the third
meeting until July 2020. At this meeting, the NYS Department of Health’s Office of



Heath Insurance Programs presented the existing options available for insurance
coverage to pregnant and postpartum people in NY. In addition to expanded Medicaid,
NY also has the Essential Plan, which is available for people at or below 200% of the
federal poverty level. In NY, the Essential Plan covers the same services as are
covered under the Medicaid program and includes over 95% of the same providers. In
addition, Medicaid offers two limited-coverage options: the family planning benefit
program and family planning extension program. Pregnancy is also a qualifying event to
get coverage under the NYS of Health, NY’s Marketplace. This additional information
was useful to help workgroup members better understand if barriers in accessing
postpartum care are due to lack of coverage, the burden of navigating coverage
options, or simply the perception that coverage has ended when, in fact, many
postpartum individuals retain coverage long after the 60 day postpartum period.

The workgroup submitted and scored recommendations based on a scoring matrix
which focused on ensuring that recommendations mitigate racial disparities, have some
evidence basis, are legally and practically viable, included measurable outcomes and
were developed with input and/or feedback from those individuals these
recommendations are designed to help.

The group initially decided to advance their top five (5) recommendations but ultimately
only advanced four (4). The fifth scored recommendation was to direct NY to adopt a
postpartum depression screening and follow-up measure as part of ongoing Medicaid
work relating to the establishment of Medicaid Quality Measures. Although there is
strong support for this measure by both the workgroup and the NYS Department of
Health, the measure is still going through testing and evaluation to ensure it is accurate.
Given this ongoing review, it was premature to list it as a recommendation, but the
workgroup recommends the State adopt the measure once it is vetted and ready for
inclusion in forthcoming performance measurement.

|

The New York State Expert Panel on Postpartum Care proposes the following four
recommendations, to be implemented pending the availability of State and/or Federal
resources and authority, to reduce maternal morbidity and mortality during the
postpartum period.

Recommendation 1: Ensure that all birthing people have seamless health
insurance coverage that includes comprehensive preventive and primary
care, including mental health and substance use services, without
disruption or delay, for one year after giving birth.

New York State is a model for eligibility access to health insurance coverage,
especially for pregnant and birthing people. Data from the New York State Office
of Health Insurance Programs (OHIP) demonstrates that many individuals
maintain coverage six to twelve months following delivery. Despite many health
insurance coverage options available to many pregnant individuals, feedback



from health care providers, community-based organizations, and community

members report gaps or loss in coverage, often during the critical postpartum
period, resulting in an inability to access critical health care services, including
postpartum visits. Several reasons contribute to gaps in coverage:

1. Uncertainty over insurance coverage status,
2. Challenges in re-certifying eligibility, and
3. Confusion over available options.

New York State must ensure all birthing people have access to seamless
comprehensive health insurance coverage, which includes medical, mental
and/or substance use services through increasing awareness of existing
coverage options and status and expanding access to seamless health insurance
coverage up to one year postpartum. This can be achieved several ways
including:

1. Better education and information on insurance status and current health
insurance options.

2. Extension of Medicaid coverage to one year postpartum.

3. Expansion of existing state-run programs that currently provide a limited
scope of coverage (i.e. Family Planning Benefit Program or Family
Planning Extension Program).

4. A supported seamless transition from Medicaid to the NYS Essential Plan,
and/or

5. Other avenues to coverage not previously identified.

Regardless of the way in which coverage is made available, steps must be taken
to ensure pregnant or postpartum people have supported and seamless
enroliment without any gaps in coverage. The onus cannot be placed on the
birthing person or their family to navigate a complex network of coverage options
while they’re in need of postpartum care and supporting a new infant. To ensure
birthing people are given continuity of care with regard to current providers, any
options that involve transitioning enrollees from one type of insurance coverage
to another must ensure that individuals have continued access to current health
care providers and/or services.

Recommendation 2: Provide access to essential wraparound and care
coordination services to all birthing people in New York State through
‘Stress-Free Zones’ and/or insurance coverage benefits.

Among the many factors that contribute to poor postpartum outcomes are the
complex structural and institutional barriers that many birthing people, particularly
those from communities of color, experience when accessing care. These
barriers can make accessing basic and specialist care difficult, if not impossible.
Support in both navigating the health care system, accessing care, and mitigating
the impact of social determinant factors such as housing, food insecurity,



domestic violence, and other barriers can help improve perinatal outcomes.
There are many ways in which wrap around and/or care coordination services
can be provided including:

1) Community based organizations can take steps to develop “Maternal Stress-
Free Zones.” The concept of “Stress-Free Zones” defines a community in
which birthing people are provided with a range of services including, but not
limited to home visiting services, community health workers, doulas (both
antepartum and postpartum), lactation support, and family support services.
Additional services or supports may be obtained via referral as needed by
individual birthing persons. This model works collaboratively with health care
systems, often identifying clients through referrals originating from prenatal
care providers and/or birthing hospitals or centers.

2) Care coordination facilitated through an insurance payor as a covered benefit.
Payors could work collaboratively with healthcare providers to identify birthing
people, especially those with a high-risk pregnancy and/or who experienced
complications during birth, to connect with a care coordinator who provides
ongoing assistance and support as the birthing person transitions to the
postpartum period.

Support during pregnancy and the transition from hospital care to the postpartum
period can help ensure patients are more likely to utilize their postpartum visit,
obtain referrals for ongoing care, and transition successfully to primary care.

Recommendation 3: Payment parity for telehealth services to promote
increased access to postpartum visits.

Attending the postpartum visit can be very difficult for some birthing people in
NYS. Lack of transportation, inadequate childcare, no paid time off, and other
complex issues can make it difficult, if not impossible, for some people to access
necessary care during the postpartum period. By providing individuals with more
options to obtain necessary postpartum care, specifically through telehealth
visits, birthing people may be more likely to attend visits and connect with
specialty care.

A key barrier to expansion in telehealth visits that would meet the needs of
birthing individuals is the lack of sufficient reimbursement for providers. Without
sufficient reimbursement, many providers may lack the time or opportunity to
provide these kinds of visits. By ensuring that telehealth visits are reimbursable
on par with other visits, NYS can ensure that patients across the state are
afforded the same opportunity to access this care. This parity must apply to
different modalities of telehealth visits as well, including audio-only. Limitations in
access to technology, especially broadband or high-speed internet, make it
challenging for some individuals to utilize video or streaming for visits. By
ensuring parity for all visits, NYS can expand access to postpartum care to a
wide range of birthing people in all areas of New York.



Recommendation 4: Enhanced Medicaid Reimbursement for the Global Fee
for Vaginal Deliveries

According to many current obstetric providers, a persistent challenge in the
provision or expansion of services, including enhanced postpartum care, is the
inadequate reimbursement rate for vaginal births covered by Medicaid. Currently,
NYS Medicaid reimburses vaginal deliveries at 67% of the full Medicare rate.
This fee was designed for uncomplicated, low-risk vaginal deliveries. However,
over the past several years increases in obstetrical age, the frequency of
comorbid health conditions, and other complicating social determinant factors
have seen a corresponding increase in high-risk pregnancies and deliveries.
Without a corresponding increase in reimbursement for the deliveries, many
providers find they are challenged with successfully managing the increasingly
complex medical and social determinant factors impacting their patients.

Increasing the reimbursement rate for the global delivery fee will support
providers’ ability to have the time to listen to their patients and better address the
increasing complexity of many birthing people’s lives. The increase in
reimbursement could also work to address some of the structural inequities that
impact hospitals that serve disproportionately lower-income birthing people as
well as birthing people from racial and ethnic minority groups. The workgroup
acknowledges that this is likely difficult during this uncertain fiscal time but
important nonetheless to put forth.

Resources:

NYS Maternal Mortality Review Report: A Comprehensive Review of the 2014
Cohort

NYS Maternal and Child Health (MCH) Dashboard

NYS Pregnancy Risk Assessment Monitoring System

NYS Vital Statistics

NYS Expert Panel on Postpartum Care — Meeting Resources
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